FRAMEWORK FOR ANNUAL REPORT
OF STATE CHILDREN’SHEALTH INSURANCE PLANS
UNDERTITLE XXI OF THE SOCIAL SECURITY ACT

Preamble

Section 2108(a) of the Act provides that the State must assess the operation of the State child health plan
in each fiscd year, and report to the Secretary, by January 1 following the end of the fiscal year, on the
results of the assessment. In addition, this section of the Act provides that the State must assess the progress
made in reducing the number of uncovered, low-income children.

To assg gatesin complying with the satute, the Nationd Academy for State Hedlth Policy (NASHP), with
funding from the David and Lucile Packard Foundation, has coordinated an effort with states to develop
aframework for the Title XXI annud reports.

The framework is designed to:

C Recognize the diversity of State approaches to SCHIP and dlow States flexibility to
highlight key accomplishments and progress of their SCHIP programs, AND

C Provide consistency across States in the structure, content, and format of the report, AND

C Build on data already collected by HCFA quarterly enroliment and expenditure reports,
AND

C Enhance accessibility of information to stakeholders on the achievements under Title XXI.
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SECTION 1. DESCRIPTION OF PROGRAM CHANGES AND PROGRESS

These sections have been designed to allow you to report on your SCHIP program’s changes and
progress during Federal fiscal year 2000 (September 30, 1999 to October 1, 2000).

1.1 Please explain changesyour State has made in your SCHIP program since September 30,
1999 in the following areas and explain the reason(s) the changes wer e implemented.

Note: 1f no new policies or procedures have been implemented since September 30, 1999, please
enter >NC- for no change. If you explored the possibility of changing/implementing a new or
different policy or procedure but did not, please explain the reason(s) for that decision aswell.

1. Prograndigibility:

During Federd Fiscd Year 2000, the South Carolina Department of Hedlth and Human Services
(SCDHHY) gpplied federdly mandated digibility changes to the SCHIP program. Those changes,
effective 7/1/00, are asfollows:

The citizenship or immigration status on non-gpplicants (parents or other household members) is
not gpplicable to digibility determination.

The needs and the income of the indligible dien are congdered in the digibility determination.
Socia security numbers for non-gpplicants (parents or other household members) cannot be
required as a condition of digibility.

2. Enrollment process.

South Carolina has implemented a modification in gpplication processng which we cdl assumptive
digibility. For otherwise complete gpplications, which have income listed at aleve that would result
in digibility but are missng the pay stubs or other documentation of income, it is assumed the child is
eligible and the case is entered in the Client Information System. The parent receives a letter of
gpproval, but aso recaives a sequence of notices that they must send required documentation of
income within a specified timeframe or the case will be closed.  Eligibility is continued if income
documentation isreceived. A notice is sent to close the case if documentation is not received within
30 days. If an assumptive case is closed, digibility may not be determined using the assumptive
process for aperiod of sx months.

3.  Presumptive digibility: NC

4. Continuous digibility: NC
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1. Outreech/marketing campaigns.

SC Covering Kids had just gotten organized at the end of FFY 1999. During FFY 2000, they went
into action. They hired a professond marketer and have provided dick, professond looking
brochures and posters, as well as a number of smdl, promotional items that can be distributed at
community events. They aso had our Community Resource Guide printed in a usable, atractive
forma. It has been a vauable resource in training community and faith groups to help identify
potentidly digible children and assst parents in completing and submitting the gpplication. Through
pilot Ste projects, they have focused on severd hard-to-reach populations with a thoroughness not
feasble with only asmdl date leve outreach gaff. They have carefully selected outreach staff, often
matching staff characterigtics to the target populations so they can rdate to and be easly accepted by
their communities

SCDHHS continued with most aspects of previous outresch efforts, continuing to emphasize getting
copies of the gpplication into the hands of parents of potentidly digible children. The South Cardlina
Department of Hedlth and Environmental Control (DHEC) continued their outreach through digtrict
and county taff. Maogt usud digtribution points were utilized again, and particular emphasis was placed
on digtribution to dl licensed, registered and sponsored childcare facilities. The mass mail-out of
goplications to schools was not done at the beginning of the school year, however, as that was
intended for when the state planned to expand digibility to 165% of poverty mid-year.

Inthefal, bright ydlow 345" X 842" PHC flyersfor al sudentswere distributed to the schools These
flyers had the PHC logo, name, and toll free number to cal for an application. It dso noted thet if
children quaify for Free or Reduced Lunch, they may qudify for PHC. In an effort to target schools
with the highest potentid number of digiblesfirg, the flyers were didributed first to digtricts with the
highest number of students on the Free and Reduced Lunch Program, but not on Medicaid.

A list of applications that have been returned to the applicant, excluding those returned because the
gpplicant was dready Medicad digible, is compiled weekly. Applications are returned to gpplicants
when thereisinformation missng and SCDHHS gaff has been unable to reach the gpplicant by phone.

SCDHHS geff fird reviewsthe ligt to ascertain if cases have been opened on any of the dientsin the
time lgpsed since the list was compiled. Contact information for those who do not have open cases
is then sent to the thirteen regiond hedth digtricts of DHEC. Under a contract with the SCOHHS for
the provision of Medicaid outreach, DHEC uses the contact information to follow up with gpplicants
and assst with the SCHIP gpplication process if warranted.  During FFY 2000, over 500 cases were
referred to DHEC for follow up.
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2. Eligibility determination process

In an effort to eiminate differences in case processing, on-dte staff a the SCDHHS adopted the
standards adhered to by the South Carolina Department of Socia Services (DSS). These guiddines
were adopted effective July 31, 2000 and cover the following € ements:

Hours of Operation

Apply without Delay — Applications are consdered effective the day they are date slamped
asreceived by SCDHHS.

Data Entry

Standard of Promptness— Eligibility must be determined on the day of receipt or no later then
the following day for PHC gpplications that are complete when received. If contact to follow
up on an incomplete gpplication is made but verifications are not recaived within three days of
gpplication date, the caseis put in pending status. PHC applications received by SCDHHS
must be processed within 30 days from the effective date of gpplication to be consstent with
DSS county guidelines.
Obtaining Verifications — Information needed to complete the digibility determination must be
obtained within 30 days of the date the gpplication isrecaived. If information is not received,
the digibility worker will meke two contacts a 15 day intervals requesting required information.
Notices

Case Reviews (Redeterminations of Eligibility) — County DSS offices maintain cases and must
redetermine digibility according to the established schedule for PHC.
Accuracy of Eligibility Determination

Informing and Referra

The Dividon of Partnersfor Hedlthy Children a¢ SCDHHS did much to sreamline the digibility process
during Federd Fiscd Y ear 2000 by diminating activities that did not have a direct effect on the digibility
determination process and/or by combining related activities. Two examples are given below:

New gpplications are initidly reviewed for completeness. This dlows complete gpplications
to be processed without delay while efforts to obtain missing information begin Smultaneoudy
on incomplete gpplications.

The qudity control unit was disbanded. The qudity control function is now part of the
responsibility of the supervisor and lead worker within each work group.

When SCHIP was implemented in South Carolina SCDHHS assumed responghility for alarge part of the
eigibility determination process for the new program. Initidly, job functions of some existing employees
were shifted to accommodate the process. Ultimatdly, the SCDHHS decided to use contract saff through
apersonnd sarvice. These gaff were provided benefits such as annua leave and insurance in hopes of
cutting the high rate of turnover hitoricaly experienced with temporary staff. Other problems with the
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contractud arrangement remained, however. In an effort to improve

management, twenty-four temporary grant positions were put in place in January 2000. These positions
replaced the contract dots and dlowed for more condstent personnd guidelines, to include supervision and

benefits, anong S&ff.

7. Eligibility re-determination process  NC
8. Benefit Sructure: NC

1. Cog-sharing policies NC

2. Crowd-out policiess  NC

3. Ddivery sysem:

Thereisill only one HMO - Sdect Hedlth - available to Medicaid dientsin South Carolina. Sdlect
Hedlth resumed enrollment October 1, 1999 in the 17 counties where it was offered in FFY 2000.

Managed care enrollment remains voluntary.

A mgor new initiative in denta services began in January 2000. SCDHHS worked in conjunction
with the SC Dentd Association to increase access to denta services for SCHIP and children’s
Medicaid. The Dental Association agreed to recruit new dentists to enroll as Medicaid providers
and to encourage those dready enrolled to accept additiond patients. With additiona funding from
the Generd Assembly, SCDHHS increased the rembursement rate to 75% of usud and cusomary
fees.

12.  Coordination with other programs (especidly private insurance and Medicaid):  NC
13. Screen and enroll processs  NC
14.  Application

Our gpplication was modified to darify that questions about citizenship and Socid Security Number
need only be answered for those individuas applying for benefits. The information is optiona for
parents. Also, the section on proof of income was expanded from an informeation statement about
the need to submit documentation and description of acceptable documentation to an interactive
segment requiring gpplicants to specify what form of proof they attached. Thiswas donein hopes
of recaiving fewer gpplications without proof attached. We aso added an opportunity for parents
to request that DSS contact them about applying for their own hedlth insurance coverage.
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15. Other: NC
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1.2 Pleasereport how much progress has been made during FFY 2000 in reducing the number
of uncover ed, low-income children.

1. Pleasereport the changes that have occurred to the number or rate of uninsured, low-income children
in your State during FFY 2000. Describe the data source and method used to derive thisinformation.

In September 1999, the net addition of children to the state' s Medicaid program was over 112,000.

By September 2000 that had grown to 142,788 more children with hedlth insurance coverage. Of
the total net addition, over 49,000 (35%) were digible under Title XXI (SCHIP). The remaining
93,000 or 65% were digible under Title X1X (regular Medicaid), but were enrolled as a consequence

of the outreach efforts under Partners for Healthy Children.

(Date sourceisinternal reports from MMIS on Medicaid Eligible Children under 19 Y ears Old by County by Month
and Report on Payment Category 88. The number of SCHIP eligible children for amonth is subtracted from the total
number of children under 19 enrolled in Medicaid that month.)

2. How many children have been enrolled in Medicaid as a result of SCHIP outreach activities and
enrollment smplification? Describe the data source and method used to derive this information

Since the beginning of the PHC outreach activities and enrollment smplification, there has been anet

increased enrollment of children in the regular Title X1X Medicaid program of over 93,000.

(Date sourceisinternal reports from MMIS on Medicaid Eligible Children under 19 Y ears Old by County by Month
and Report on Payment Category 88. The number of SCHIP eligible children for amonth is subtracted from the total
number of children under 19 enrolled in Medicaid that month.)

3. Pease present any other evidence of progress toward reducing the number of uninsured, low-income
children in your State.

The only other evidence of progress toward reducing the number of uninsured, low-income (<200%
of poverty) children can be gleaned from the recently issued CPS data , dthough that deta il is
subject to relatively high sandard errors. The new three-year average for low-income uninsured
children in South Carolinafor 1997, 1998, 1999 is down to 128,000 (standard error 23,500). The
previous three-year average for 1996, 1997, and 1998 for that population segment was 141,000
(standard error 24,600).

4. Hasyour State changed its basdine of uncovered, low-income children from the number reported in
your March 2000 Evauation?

X No, skipto 1.3

Y es, what is the new basdine?
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1.3

What are the data source(s) and methodology used to make this estimate?
What was the judtification for adopting a different methodology?

What isthe State' s assessment of the reliability of the estimate? What are the limitations of the data
or estimation methodology? (Please provide anumerica range or confidence intervasif available)

Had your state not changed its basdline, how much progress would have been made in reducing the
number of low-income, uninsured children?

Complete Table 1.3 to show what progress hasbeen made during FFY 2000 towar d achieving
your State's strategic objectives and performance goals (as specified in your State Plan).

In Table 1.3, summarize your State' s strategic objectives, performance gods, performance measures
and progress towards mesting gods, as specified in your SCHIP State Plan. Be as specific and
detailed as possible. Use additional pages as necessary. The table should be completed as follows:

Column 1: List your State' s strategic objectives for your SCHIP program, as specified in your State
Aan.

Column 2: List the performance goals for each strategic objective.

Column 3: For each performance goal, indicate how performance is being measured, and progress
towards meseting the god. Specify data sources, methodology, and specific
measurement approaches (e.g., numerator, denominator).

Please attach additiona narrative if necessary.
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Note: If no new data are available or no new studies have been conducted since what was reported in the March 2000 Evaluation, please
complete columns 1 and 2 and enter ANC{ (for no change) in column 3.

Table 1.3
D 2 3
Strategic Objectives
(esspecified in Title Performance Goals for Performance Measures and Progress
XX State Plan) each Strategic Objective (Specify data sources, methodology, numerators, denominators, etc.)

OBJECTIVESRELATED TO REDUCING THE NUMBER OF UNINSURED CHILDREN
Reduce the number 1.1 Maket the PHC | Data Sources. Interna records and tracking system

and proportion of program.
uninsured and under- Methodology: Andysis of number of applications distributed, source of applications
insured children in the received, and targeted outreach activities.
state.
Numerator:
Denominator:
Progress Summary:

Applications digtributed: >515,000 (10,000 Spanish and 505,000 English)

Sour ce of applications. >83,467 received in Centra Application Processng  (Mail-
in) from program inception through 9/30/00; gpplications also taken at county DSS
offices.

Note: Andyssof Applicaion Source Report omits some gpplications received before
source question was added.
See atachment 4 - “Anayss of Application Sources’
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Table 1.3

D ) 3

Strategic Objectives
(es spedified in Title Performance Goals for Performance Measures and Progress
XXI State Plan) each Strategic Objective (Specify data sources, methodology, numerators, denominators, etc.)

Targeted Outreach: See “Outreach” in Section 2.4

OBJECTIVESRELATED TO CHIP ENROLLMENT

Reduce the number 1.2 Enroll targeted low- Data Sources. MMIS, CPS & Census, HCFA 64.21E & 64.EC at quarter

and portion of income children in ended 09-30-00

uninsured and under- Partners for Hedthy

insured childreninthe | Children (PHC). Methodology: Reports of digible children compared to enrollment basdine for July
state. 1997. Difference = net addition.

Numerator: Net additiona number of children in Medicad/PHC: 142,788
September 2000

Regular Medicaid = 93,263

SCHIP Medicaid = 49,525

Denominator: Basdine number of uninsured below digibility gandard: Initid target was
75,000; revised to 85,000, then 162,500.

Progress Summary: 142,788/162,500 = 87.9% (August)

Note: Not al retroactive cases have been included in enrollment as of report date,
December 12, 2000.

OBJECTIVESRELATED TO INCREASING MEDICAID ENROLLMENT

Reduce the number 1.2 Enrall targeted low- Data Sources. MMIS, CPS & Census; HCFA 64.21E & 64.EC at quarter
and portion of income children in ended 09-30-00
uninsured and under- Partners for Hedlthy
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Table 1.3

@

)

3)

Strategic Objectives
(es spedified in Title Performance Goals for Performance Measures and Progress
XXI State Plan) each Strategic Objective (Specify data sources, methodology, numerators, denominators, etc.)
insured childreninthe | Children (PHC). Methodology: Reports of digible children compared to enrollment basdine for July

state.

1997. Difference = net addition.

Numerator: Net additiona number of children in Medicad/PHC: 142,788
September 2000

Regular Medicaid = 93,263

SCHIP Medicaid = 49,525

Denominator: Basdine number of uninsured below digibility Sandard: Initid target was
75,000; revised to 85,000, then 162,500.

Progress Summary: 142,788/162,500 = 87.9%

Note: Not dl retroactive cases have been included in enrollment as of report date,
December 12, 2000.

OBJECTIVESRELATED TO INCREASING ACCESSTO CARE (USUAL SOURCE OF CARE, UNMET NEED)

Establish medical
homes* for children
under the
Medicaid/PHC
programs.

* See attachment 6 for

3.0 Recruit and orient
physiciansfor
participation in HOP,
PEP, and HMO
programs.

Data Sour ces: Interna program reports

Methodology: Compare number of Medicaid enrolled practices and primary care
physicians participating in medica home programs at 1997 baseline and 2000.
Compare number of Medicaid/PHC children enrolled in the HMO and PEP programs
and number of children receiving services through a HOP physician practice for
basdline 1997 year and 2000.

Numerator: (2000 Number - 1997 Number)
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Table 1.3

D)
Strategic Objectives
(es spedified in Title

XXI State Plan)

)

Performance Goals for
each Strategic Objective

3)

Performance Measures and Progress
(Specify data sources, methodology, numerators, denominators, etc.)

definition of medical home
and programs.

Denominator: 1997 Number

Progress Summary:
Phydcians Participating in Medicd Home Programs

HMO's (405 - 291)/2 91 = 39.2% Increase
PEP (43 - 3)/ 3=1333.3% Increase
HOP (421 - 40)/ 40 = 952.5% Increase

Medicaid PHC Children in Forma Medicad Homes

HMO's & PEP (33,495 4,076)/4,076 = 721.8 % Increase
HOP  (47,007- 528)/528 = 8,802.8% Increase

Between FFY 1999 and FFY 2000 there was a 6% decrease in the number of
physicians participating in the HMO program, from 431 in 1999 to 405 in 2000. This
changeislikely related to the fact that during FFY 1999 there were two separate
HMO's participating in South Carolina’s Medicaid managed care program while only
one, Select Health, participated during FFY 2000. In addition, Select Hedth
experienced a decrease in the number of primary care physicians under contract
athough the HMO continues to have an adequate provider network. Between FFY’s
1999 and 2000, the number of enrolled PEP providers remained at 43, and the
number of HOP enrolled providersincreased 7.7% (from 391 to 421). Since FFY
1999, children enralled in the HMO and PEP programs increased 235% (from
10,000 to 33,495) and children enrolled in the HOP program increased 291.7%
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Table 1.3

D) @) 3
Strategic Objectives
(es spedified in Title Performance Goals for Performance Measures and Progress
XXI State Plan) each Strategic Objective (Specify data sources, methodology, numerators, denominators, etc.)

(from 12,000 to 47,007).

Note: Number enrolled in HOP is likely undercounted due to reliance on sick codes
to identify enrolled children.

OBJECTIVESRELATED TO USE OF PREVE

NTIVE CARE (IMMUNIZATIONS WELL-CHILD CARE)

Increase access to
preventive care for PHC
children.

4.1 Immunize pre-school
children in PHC at the same
rate as age-comparable
groups in the genera
population.

* See Attachment 7 for

two-year-old
immunization
coverage survey
report.

4.2 Ddliver EPSDT
services to children enrolled
in PHC/SCHIP at the same
rate as children enrolled in
regular Medicaid.

Data Sources. South Carolina Department of Health and Environmental Control’s (DHEC)
“Two-Year Old Immunization Coverage Survey of SC Children 1999”

Methodology: Compare complete 4313 series* immunization rates for Medicaid/PHC
children to those for the general population of two year olds in sample.

Medicaid/PHC rate = 89.3%

Non-Medicaid/PHC rate = 88.8%

Progress Summary: Based on DHEC's 1999 immunization coverage survey, rate of
series 4313 complete Medicaid/PHC children is .5% higher than the rate of series 4313
complete Non-Medicaid/PHC children.

* 4313 series = 4 DTP, 3 Polio, IMMR, 3 Hib

Data Sources: HCFA - 416 Reports

Methodology: Compare percent of PHC/SCHIP children to percent of regular Medicaid
children ages 6 - 20 receiving recommended screens.

Numerator: Number actual screens received.

Denominator: Number expected screens.

Progress Summary: In SFY 1998, the screening ratio for regular Medicaid dropped
below the 1997 baseline. The SCHIP screening ratio of 43% , however, was slightly above
Medicaid's 1997 level. There were changes in how South Carolina s EPSDT program was
administered and billed in 1999. In addition, the reporting criteria for the HCFA 416
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Table 1.3

D)
Strategic Objectives
(es spedified in Title

XXI State Plan)

)

Performance Goals for
each Strategic Objective

3)

Performance Measures and Progress
(Specify data sources, methodology, numerators, denominators, etc.)

changed. The FY 1999 screening ratios calculated for both SCHIP and regular Medicaid
were less than earlier years, though the SCHIP ratio of 0.34 was higher than regular
Medicaid at 0.27. EPSDT ratios for 2000 will not be available until spring of 2001.

OTHER OBJECTIVES

Improve access for
children to medica
care ddivered inthe
most appropriate
Seiting.

2.1 Decrease the overdl
percent of Medicaid/PHC
children’s emergency
room vigts for non-
emergent conditions.

2.2 Decrease
uncompensated care
delivered to childrenin

hospitdl settings.

Data Sources:. MMIS

Methodology: Compare % of non-emergent ER visits for 1997 basdine and 2000.
Numerator: Number of non-emergent emergency room visits

Denominator: Number of emergency room vidts

Progress Summary: In SFY 1997 the percent of Medicaid children’ s emergency
room visits for non-emergency conditions was 13.4%. In 1998 it decreased to 4.4%
and remained the same in SFY 1999. In 2000 the percent was 4.9%, a very dight
increase, resulting in an overdl decrease of 63% since the beginning of the PHC

program.

2.2.1. Inpatient Admissons

Data Sour ces: Office of Research & Statistics, Hospitd Discharge Data Set
Methodology: Compare % children’sinpatient admissions without insurance as pay
source for 1997 baseline and 2000.

Numerator: (% for 1997 - % for 2000)

Denominator: % for 1997

Progress Summary: In SFY 1998, the percent of children’sinpatient admissons
without insurance as the expected pay source, dropped to 4.5%, a decrease of amost
20%. In SFY 1999, the percent dropped to 3.5%, another 20% decrease. In SFY
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Table 1.3

D)
Strategic Objectives
(es spedified in Title

XXI State Plan)

)

Performance Goals for
each Strategic Objective

3)

Performance Measures and Progress
(Specify data sources, methodology, numerators, denominators, etc.)

Improve management
of chronic conditions

among PHC enrolled
children,

5.0 Decrease the
incidence of children
hospitdized for asthma
among Medicad/PHC
enrolled children by 2%.

2000, however, it increased to 4.0%, up 15% over the previous year. This
condgtituted an overal decrease from the basdine of 27%.

2.2.2. Emergency Room Visits

Data Sources. Office of Research & Statistics, Emergency Department Data Set
Methodology: Compare % children’s emergency room visits without insurance as
pay source for 1997 basdline and 2000.

Numerator: (% for 1997 - % for 2000)

Denominator: % for 1997

Progress Summary: In SFY 1998, the percent of children’s emergency room visits
without insurance was 18.8%, representing amost a 9% decrease. In SFY 1999, it
had dropped to 15.0%, a decrease of about 20%. In SFY 2000 it dropped another
15%to 12.7%. Overdl, the percent of uncompensated care for children’ svidtsto
the emergency room has decreased by 38% from the basdline.

Data Sources. Office of Research & Statigtics

Methodology: Compare incidence rates for State fiscal years (SFY) 96/97& 97/98,
97/98 & 98/99, 96/97 & 98/99, and 98/99 & 99/00 to calculate percent change.
Numerator: (1% year rate - 2" year rate)

Denominator: 1% year rate

Progress Summary: From SFY 96/97 to SFY 97/98, the rate decreased 7%; from
SFY 97/98 to SFY 98/99, the rate decreased 20%; from SFY 96/97 to SFY 98/99,
the rate decreased a total of 26%.
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Table 1.3

D) @) 3
Strategic Objectives
(es spedified in Title Performance Goals for Performance Measures and Progress
XXI State Plan) each Strategic Objective (Specify data sources, methodology, numerators, denominators, etc.)
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1.4 If any performance goals have not been met, indicate the barriers or constraints to
meeting them.
Strategic Objective 1:

Reduce the number and proportion of uninsured and under-insured children in the Sate.

Performance God 1.1: Market the Partners for Hedlthy Children (PHC) insurance program.

Performance Measures;

Applications Digtributed

Barriers:

In the first few months of 2000, it was not clear how much of the budget deficit in the Medicaid
program would be covered by legidative appropriations and gpplications were not printed as
reedily asin past years. Starting in May, gpplications were mailed en mass to most distribution
organizations used in previous years of PHC; SCDHHS did not do amass mail-out of gpplications
for every student to each school this year. Applications were sent for each child, however, to all
Head Start and child care fecilities. SCHIP staff has coordinated dl requests for applications by
groups and organizations thet plan to digribute. If schools requested applications to didribute, Saff
filled those requests. Bright ydlow flyers (with PHC name, logo, tall free number and notation that
children digible for free or reduced school lunch may be digible for PHC) were sent to dl schools
for distribution to each student. It was intended that school distributions of gpplications would be
timed to coincide with an expanson of digibility to 165% of poverty and be phased in throughout
the remaining schoal year to avoid large fluctuations in the number of applications received. The
expanson was planned for January 2001, but has been postponed indefinitely due to an overal
Medicaid budget deficit and projected dowdown in collection of state revenues.

Targeted Outreach

Barriers:

Targeted outreach efforts continued, with emphasis on harder to reach populations. Covering Kids
gtes concentrated on Higpanic children, adolescents and rurd residents. Planned coordination with
a couple of the Higtorically Black Colleges and Universities to utilize students for outreach to
surrounding rurd areas was ddlayed in gart-up. Additiond training was planned within the faith
community, particularly those denominations with high numbers of minority members, but the
departure of akey African-American bishop dowed progress.
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Performance Goa 1.2: Enroll targeted low income children in Partners for Hedthy Children (PHC)

Barriers:

There had been anecdotd reports of barriers percaived by the Hispanic population, many of which
we hope have been addressed by changes in the gpplication regarding questions about Socia
Security Number and citizenship, focused efforts by Covering Kidsto identify “best practices’ for
this population, and wider dissemination of Immigration and Naturdization Service (INS) policy
regarding public charge. SCDHHS had the Spanish verson of the gpplication trandated by the
HABLA Project & the University of South Carolina because they utilize combined efforts of four
trandators from different geographic and culturd backgrounds. Even with this trandation, however,
we have gl received afew comments about “inaccuracies’, demondirating the difficulty in devising
a sngle verson appropriate for al the Hispanic populations. The telephone trandation service
(Language Line) hasimproved sarvices of the toll free line for non-English speskers. On average,
this service is used about four times per month, with average time per month of 36 minutes.

South Carolina chose to cover older teens under SCHIP rather than accelerate regular Medicaid
coverage for them. Since an additiond age cohort receives regular Medicaid coverage each
October 1%, this resultsin an SCHIP enrollment anomaly. Each October the SCHIP enrolIment
dips as the new age cohort under 100% of poverty is shifted to regular Medicaid.

Strategic Objective 2:
Improve access for children to medical care ddivered in the most gppropriate setting.

Performance God 2.2: Decrease uncompensated care delivered to children in hospital settings.

Performance Measures:.

Percent of children’sinpatient admissions without insurance as expected pay source.
Barriers:
None noted; Performance God met. Although there was a small up-turn in uncompensated care
for children’ sinpatient admissonsit is anticipated this measure will remain low as more children are
enrolled in SCHIP and regular Medicaid.

Percent of children’s emergency room visits without insurance as expected pay source.
Barriers:

None noted; Parformance Goa met.

Strategic Objective 3:
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Establish medical homes for children under the Medicaid/PHC programs.

Performance Goa 3: Recruit and orient physicians for participation in HOP, PEP, and HM O programs.

Performance Measures:

Number of Medicaid enrolled practices and primary care physicians participating in
medica home programs.

Number of Medicaid/PHC children enrolled in the HMO and PEP programs.

Number of children receiving services through a HOP physician practice.

Barriers:

Performance God met previoudy, however, alarge portion of the physicians who could participate

in the medica home programs have now heard about the programs or been contacted, so growth

has dowed considerably. DHEC ill continues to recruit physicians for Medicaid enrollment and

increased participation levels and thar saff advocates for the medicd home programsin particular.
HMO enrollment has been growing after the Select Health HMO was reinstated and allowed to

begin recruiting clients and expanding into new counties.

Strategic Objective 4:
Increase access to preventive care for PHC enrolled children.

Performance God 4.1: Immunize pre-schoal children enrolled in PHC at the same rate as age-comparable
groups in the generd population.

Performance Measure:

Percent of pre-school children enrolled in PHC and regular Medicaid receiving dl
recommended immunizations at ages 2 and 5 years.

Barriers:

The percent of Medicaid/PHC two-year olds with a complete immunization series compares
favorably with that of the same age cohort in the generd populaion. The DHEC immunization data
collection system, named the Statewide Immunization Information System (SI1S), origindly intended
for use when the Performance God was devel oped has been completed. Integration of the system
into the health care community is currently under way. Hedth district teams have been trained to
ingd| the software in private physicians offices and a number of private practices are online.
Equipment is being fine-tuned to improve the dow response time and DHEC dtaff expects the
system to be fully operationd in the near future. Datafrom the sysem is currently available through
requests to DHEC's IT Department.
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SlISisinthe early stages of being populated with Medicaid data, therefore, information for FFY
2000, informeation from the sample study of two year olds done by DHEC has been reported in this
document. Inthe future, usng data collected in the SIS, SCDHHS expects to be able to compare
immunization rates of Medicad digible children with rates of the non-Medicaid population on a
regular basis.

The god has been modified to: “Immunize two year old children enrolled in PHC at the same rate
astwo year oldsin the generd population.” The measure will become percent of two year olds
enrolled in PHC and generd population recaiving dl recommended immunizations. The
measurement for 5 year olds will probably not be pursued snce complete immunizations are
required for first grade entry.

Performance Goa 4.2: Ddliver EPSDT savices to children enrolled in PHC/SCHIP at the samerate as
children enrolled in regular Medicaid.

Performance Measure:

Percent of SCHIP and regular Medicaid children ages 6 - 20 digible for screening who
receive recommended EPSDT screenings.

Barriers:

Because we dready are consderably more successful in screening children under 6 and most
of the children in our targeted expansion group are over age 6, we have chosen to concentrate
on children ages 6 - 18 in thismeasure. We will continue current efforts to screen those under
6. For older children, the recommended screening schedule does not include a screening
every year. Also, it is more difficult to get older children to comply with recommended
screenings, as evidenced by the basdline numbers for current Medicaid digibles aged 6 - 20.
All these factors have influenced the target selected for this measure. The HCFA 416 data
showed screening ratios for 1999 continued to decline. There were changes in how the SC
EPSDT program was administered and billed in 1999, in addition to reporting criteriafor the
416 report. SCDHHS needs to investigate other reasons for this continued decline and, if it
is not related to reporting criteria or Smilar changes, develop strategies to remedy.

Strategic Objective 5:
Improve management of chronic conditions among PHC enrolled children.

Performance God 5: Decrease the incidence (# per 1000 children) of children hospitalized for asthma
among Medicad/ PHC enrdlled children through identification and dissemination of effective patient
education and disease management Srategies to physicians.

Performance Measure:
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1.7

Incidence of children’sinpatient admissions for asthma

Barriersand Future Plans:

Performance God met previoudy. Use of the emergency room and inpatient hospitdizations should
not be necessxry if asthma is properly controlled. Efforts will continue to drive down
hogpitalizations and to decrease use of the emergency room as wll.

Discussyour State'sprogressin addressing any specific issuesthat your state agreed
to assessin your State plan that are not included as strategic objectives.

NA

Discuss futur e perfor mance measurement activities, including a proj ection of when
additional data arelikely to be available.

SCDHHS will focus more attention on the EPSDT rates in order to identify reasons for the
declines. The agency will investigate reporting/systems contributors aswell as addressing the rates
as measured. Staff will begin to develop education drategies to increase ratesiif that is gopropriate.

The agency will continue to monitor progress in getting the Statewide Immunization Information
System operationd. Hopefully it will begin producing dataiin time for the next report.

Please attach any studies, analyses or other documents addr essing outreach, enrollment,
access, quality, utilization, costs, satisfaction, or other aspects of your SCHIP program’s
performance. Pleaselist attachmentshere.

New Standards for Application Processing

PHC flyers sent to schools

New PHC gpplications (English and Spanish)

Source of Applications Report and County Activity Summary

PEP Enrollee Status Report

Enrolled HOP Providers

Medicd Home Definition and Programs

Two-Y ear-Old-Immunization Coverage Survey of South Carolina Children 1999
Dis-enrollee Survey

©WCooNoahwWNPRE

SECTION 2. AREAS OF SPECIAL INTEREST
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This section has been designed to allow you to address topics of current interest to stakeholders,
including; states, federal officials, and child advocates.

2.1 Family coverage: Not Offered.

1.

3.

If your State offers family coverage, please provide a brief narrative about requirements for
participation in this program and how this program is coordinated with other program(s). Includein
the narrative information about digibility, enrollment and redetermination, cost sharing and crowd-ot.

How many children and adults were ever enralled in your SCHIP family coverage program during FFY
2000 (10/1/99 -9/30/00)?

Number of adults;
Number of children:

How do you monitor cost-effectiveness of family coverage?

2.2 Employer-sponsored insurance buy-in: Not Offered.

1. If your State has abuy-in program, please provide abrief narrative about requirements for participation
in this program and how this program is coordinated with other SCHIP program(s).
2. How many children and adults were ever enrolled in your SCHIP ESl buy-in program during FFY
2000?
Number of adults;
Number of children:
2.3 Crowd-out:
1. How do you define crowd-out in your SCHIP program?

At our digibility leve of 150% of poverty, crowd-out is not a particularly worrisome concern. If an
income digible family has hedth insurance at the time the gpplication is submitted, the children are
digible under Title X1X rather than XXI. Evenif thereis hedth insurance, the benefit Sructureisusudly
inferior to Medicaid in providing such things as wdl child care and screenings for vison, hearing, and
developmentd progress. South Carolina doesn’t want to encourage families to drop existing coverage
in order to be eigible for more comprehensve services and prefers to provide wrap around coverage
to supplement existing benefits.
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2.

How do you monitor and measure whether crowd-out is occurring?

The gpplication asks for information about any health insurance coverage the family dreedy has and
verifies that information with employers and record matches under regular Medicaid TPL procedures.
The gate ds0 looks at the number of recipient children who would have been SCHIP digible, but were
enrolled under Title X1X because they had insurance coverage.

What have been the results of your andyses? Please summarize and attach any available reports or
other documentation.

In September 2000, there were 3,809 recipients who would have been SCHIP digible but were in
the category of expansion children—regular match because they had insurance.

Which anti-crowd-out policies have been most effective in discouraging the subgtitution of public
coverage for private coverage in your SCHIP program? Describe the data source and method used
to derive thisinformation.

South Carolina has not done any studies regarding effectiveness of crowd-out strategies.

2.4.1 Outreach:

1

What activities have you found mogt effectivein reaching low-income, uninsured children?

Making the smple gpplications available from commonly visted locations and getting applications
into the hands of parents of potentidly igible children has been most effective. South Carolina has
asmplified gpplication, which is reader friendly and smple to complete. The gpplication offersa
toll free telephone number where potentia recipients can get ass stance and the address where the
goplication can be mailed. Clients voice positive comments about the quick turn around time in
processing applications for approval within atwo week time period.

How have you measur ed effectiveness?
Word of mouth continues to be a very popular means of awareness for low-income population.

Have any of the outreach activities been mor e successful in reaching certain populations?

South Carolina has concentrated on building numerous partnerships with organizaions a the
grassootslevd. These organizations have participatied enthusagticaly and effectively in identifying
potentialy digible children, making sure their parents get an gpplication, and some assig in
completing the gpplication.
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The organizations below areinstrumental in reaching target populations.

Day cares. Alliance for SC's Children, SC Head Start, First Steps, Stand for Children, and HOPE
for Kids.

Children/Low income housing: Family Connection of South Carolina, South Carolina Covering
Kids, SC Head Start, Low County Hedlthy Start, HOPE for Kids, Drew Park, Saxon Homes &
Hyatt Park.

School aged children:  Family Connection of South Caroling, South Carolina Covering Kids,
Alliance for SC's Children, United Way of SC, Stand for Children, Community Hedlth Alliance,
Firg Steps, SC Association for Rura Education, American Academy of Pediatrics, Lexington
School Didrict, Housng Authorities, PAmetto Y outh Partnership, Hedlthy SchoolsHedlthy South
Carolina Network and S. Francis Hedlth System.

Higpanic. South Carolina Covering Kids, Catholic Charities, Hispanic Outreach Center and SC
Head Start.

4. How have you measured effectiveness?

The number of partners that have joined in this effort has increased since the inception of this
program

5. Which methods best reached which populations?

Partnerships with state agencies, rurd hedth centers, and schools yied the best method for
disseminating and receiving completed applications.

6. How have you measured effectiveness?

The number of completed applications received is our best indicator of success.
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Summary of outreach initiativesfor FY 2000

American Medica Association
Family Connection Conference
Columbia Jr. College
Tri-Care
South Carolina Covering Kids
Alliance for SC's Children
Family Connection of SC
SC Chrigian Action Council
SC Head Start
United Way of SC
Stand for Children
Jasper County Student Services
Low County Hedlthy Start Resource Forum
Community Hedlth Alliance in Greenville
South Carolina Chapter: American Academy of Pediatrics
Lexington School Didrict 1
March of Dimes
Hyatt Park, Back to School Bash
Saxon Homes Housing Authority
Pametto Y outh Partnership
Children’s Defense Fund
Drew Park Hedlth Fair
HOPE for Kids
Spartanburg County Elementary School Didrict 2
Hedthy Schools/Hedthy South Carolina Network
Make a Difference Day
HOPE for Kids
March of Dimes
Peoples Pharmacy Hedth Fair
SC School Nurse Association
S. Francis Hedlth System
Hispanic Outreach Center
First Steps
Higtoricaly Black Colleges & Univergties
SC Asociation for Rural Education
Catholic Charities

Mass mail-out Applications: Day cares, primary care physicians, pharmacies, and hospitals
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2.5 Retention:

1

What seps are your State taking to ensure that digible children stay enrolled in Medicaid and SCHIP?

DSS has indituted pre-closure outreech efforts targeting families of deemed babies — those babies who
recaived digibility for ther first year of life via Optiond Coverage for Women and Infants (OCWI).
A smplified one-page determination form specific to deemed babiesis malled to families when ther
child isnine months old. This provides a three-month window prior to the end of ababy’s digibility
under OCWI during which families can return the requested information and the casaworker can
processthe case. If the family has not responded to theinitial contact by the baby’s 11" month, DSS
saff will make a second attempt to secure the necessary information. This second contact may be
meade by phone or by mall, depending on the circumaances of the case. In some counties, if the family
gtill does not respond and the baby’s caseis closed, DSS coordinates with the locd or district DHEC
for outreach.

In addition, children approved for Medicad/SCHIP are given continuous eligibility for one year. In
effect, even if circumstances change to the degree that they would have caused acaseto be closed in
the past, children now retain their Medicaid coverage throughout the one-year period of digibility.

What specid measures are being taken to reenroll children in SCHIP who disenrall, but are il
digible?

X Follow-up by caseworkers/outreach workers

X Renewd reminder naticesto dl families

_ Targeted mailing to selected populations, specify population

_ Informeation campaigns

_ Smplification of re-enrollment process, please describe

X Surveys or focus groups with dis-enrollees to learn more about reasons for dis-enrollment,

please describe  (See #5. below.)
Other, please explain

2. Arethe same messures being used in Medicaid aswell? If not, please describe the differences.

Yes, Medicaid isthe same.

3. Which measures have you found to be most effective at ensuring that digible children stay enrolled?
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Continuous digibility is mogt effective. Another systems change was aso effective. Earlier in the
program, we found that many children were dropping from enrollment when they turned one year old.

Procedures were changed so that reminders were issued to the parent at severa points before their
child’ s birthday and cases were not closed automatically.

4. What do you know about insurance coverage of those who dis-enrall or do not reenrall in SCHIP (eg.,
how many obtain other public or private coverage, how many remain uninsured?) Describe the data
source and method used to derive this information.

Based on a smdl study of PHC dis-enrallees (which includes both SCHIP and regular Medicaid
children), done in the summer of 2000, 45% of those dis-enrollees have no insurance. Almost as many,
however, have obtained insurance coverage through their parents work (43%). The smdl remainder
left the State, didn't respond, or had only dental coverage.

Those who had insurance generdly had coverage or doctor sick visits, hospitdizations, ER, and drugs.
Dental was covered for 87%, but well-child, eye care, and other therapies were covered for only a

little over hdlf.

A copy of the dudy is attached. The sample was small and drawn from a single month and the

response rate was only 28%, so results should be viewed accordingly.

2.6 Coordination between SCHIP and M edicaid:

1. Do you use common agpplication and re-determination procedures (e.g., the same verification and
interview requirements) for Medicaid and SCHIP? Please explan.

South Carolina's SCHIP isaMedicaid expanson so al the same procedures are used.

2. Explain how children are trandferred between Medicaid and SCHIP when achild’ s digibility Satus
changes.

The system utilizes indicators such as age and poverty level to determine whether achild is SCHIP or
Medicad. If anindicator is changed, the sysem counts them correctly as SCHIP or Medicad. There
iSno "trandfer”.

3. Arethe same ddivery systems (including provider networks) used in Medicaid and SCHIP? Please
explan.

Y esthe ddivery sysems—managed care, partidly capitated and fee for service—are the same for
Medicaid and SCHIP.
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2.7

1.

2.8

Cost Sharing:

Has your State undertaken any assessment of the effects of premiums/enrollment fees on participation
in SCHIP? If 0, what have you found?

South Carolina does not charge premiums or enrollment fees.

Has your State undertaken any assessment of the effects of cogt-sharing on utilization of hedth service
under SCHIP? If so, what have you found?

South Carolina does not apply cost-sharing.
Assessment and Monitoring of Quality of Care:

What information is currently available on the quality of care received by SCHIP enrollees? Please
summarize results

Performance goals are used to monitor severa aspects of quality of care. One of our performance
godsis focusad on gppropriate use of the ER and another on making sure as many children as possble
have medical homes. Both are proxies for agpects of qudity care. A child with a medical home
receives comprehensvely coordinated care (primary, preventive, and specidty) with better continuity
and access. Encouraging use of the ER for emergencies and not for primary care utilizes resources
more efficiently and results in primary care being provided in a more gppropriate setting.  South
Carolina PHC appears to be doing well on these two performance goals. EPSDT screening rates are
the focus of another performance god. Information on these rates can be found in Table 1.3 and in
# 2 below.

The primary sudy addressing qudity of care was submitted with the March 2000 Evauation. It was
“A Utilization Focused Evduation of the Children’s Hedlth Insurance Program (CHIP) of the State of
South Carolina Under Title XXI of the Socid Security Act,” September 1999, pgs.38-42, indicate
that the quality of servicesrecaived isvery good. On ascde of 0 to 10, familiesrated the qudity of
hedlth care as 8.7 and 42% rated the healthcare received by ther child asaten. Sixty-two percent
of Medicaid respondents said they always saw the hedlth professond they wanted to see. Almost
80% said the medical daff is aways courteous. Over seventy percent responded that their child's
doctor dways ligensto them and explainsthingsto them. A dightly lesser percent, but Htill over 60%,
felt that the doctor aways spent enough time and knew their child’s medica history. Almost 85%
reported aways being involved in decisons. A little over 70% reported that their child got needed
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tests. More than 90% said there was no problem getting needed referrals and over haf whaose child
was referred said the doctor definitely knew the results of the referrd.

When asked whether their hedthcare provider had discussed basic preventive hedth issues with them,
parents indicated that 86% had discussed immunizations, 80% nutrition and rest, 69% home safety,
67% normd child development, and haf had discussed how to handle behavior problems. Parents
of children under Sx were asked about age-rdevant issues discussed with them. Seventy percent had
discussed WIC, but only 56% had mentioned EPSDT. Discusson of using child safety seats was high
a 79%. Parentsof older children were asked different questions. Over hdf reported use of seetbdlts,
bicycle helmets, and keeping children away from guns being discussed. Please see the previoudy
submitted report for more details.

The PHC Dis-enrollee Survey aso asked a few questions about customer satisfaction. Overall the
response was ‘good’, with minima negative comments. Only 3% of the respondents were dissatisfied
with the quality of services and care received. Of those responding, 94% were either very satisfied
or satisfied with the qudity of service their child received from participating hospitds, clinics or dental
offices. About the same percentage (95%) were ether very satisfied or satisfied with the qudity of
care received from hishher doctor or nurse in the PHC program.

2. What processes are you using to monitor and assess quality of care recelved by SCHIP enrollees,
particularly with respect to well-baby care, well-child care, immunizations, mental health, substance
abuse counsding and trestment and dentd and vison care?

The primary focus of qudity of care monitoring for the fee-for-service segment of SCHIP enrollees
is contained within the performance gods and measures. Factors such as medical homes,
immunizations, and screenings are covered. Plans for more in-depth study are outlined in #3 below.

For SCHIP children enralled in managed care, there is more systematic, on-going monitoring of
quality. In addition to client satisfaction surveys and complaint/grievance reviews, there are casefile
reviews, independent peer reviews, and HEDIS performance measurements.

3. What plans does your SCHIP program have for future monitoring/assessment of qudity of care
received by SCHIP enrollees? When will data be available?

SCDHHS plans to contract with the Camcare Hedlth Education and Research Ingtitute for astudy on
medica care utilization among children enrdlled in the South CarolinaMedicad program. A three-year
time period, July 1, 1996 thru June 30, 1999, will be covered by the study. The broad target
population of Medicaid digible children will be broken down into coverage categories, including
SCHIP, and the research questions will be gpplied independently to each category. A completion date
for the sudy is not yet available.

One aspect of the study will focus on qudity of careissues. Rdative to qudity of care, the following
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items are being considered for study:
1) Are Medicaid enrolled children receiving gppropriate primary care?

What percentage of children is receiving recommended preventive services?
What percentage of children is recaiving trestment that follows recommended protocols for
chronic disease management, for acute ilinesses, and for injuries?

2) Isthe emergency room being utilized appropriately? (i.e., not for primary care)
3) Arethere differences by geographic region in the gppropriateness of services provided?

4) If appropriateness of care varies by region and/or coverage category, are these differences
related to variations between the regionsin:

Demographic characteristics of the children in the program (e.g., age, sex, race)
Hedlth problems of the children (e.g., more chronic conditionsin aregion compared to
other regions)

Setting where careis provided (e.g., more emergency room use, less ambulatory care)
Physcian group characterigtics (e.g., Sze of group, Soecidty mix)

Hospitdl characteristics (e.g., ownership).

|dedlly the results of the study will provide aframework for usein improving access and qudlity of
care for children enrolled in the South CarolinaMedicaid program.
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SECTION 3. SUCCESSES AND BARRIERS

This section has been designed to allow you to report on successesin program design, planning,
and implementation of your State plan, to identify barriers to program development and
implementation, and to describe your approach to overcoming these barriers.

3.1 Please highlight successes and barriersyou encountered during FFY 2000 in the following

areas. Pleasereport the approaches used to overcomebarriers. Beas detailed and specific
aspossible.

Note: If thereis nothing to highlight as a success or barrier, Please enter >NA: for not applicable.

1.

Hligihility:

Although budget problems have been a barrier to expanding the digibility leve for PHC, and will
continue to be within the next budget cycle, there have been changes to the digibility process that
condiitute improvements for applicants. Assumptive digibility alows children to begin receiving
benefits while missing income documentation is being furnished. New processing standards have
increased the efficiency and timeliness of the process. Changes to require senditive information such
as SSN and citizenship only from gpplicants for benefits should have removed some barriers for
immigrant parents.

Outreach:

Work with grassroots community groups and awide range of providers has continued to contribute
to the success South Carolina has had in enralling children in both SCHIP and regular Medicad.

SC Covering Kids has begun to play an important role in outreach and has structured its
contributions to compliment those of other players in the outreach process. DHEC and DSS
continue to make mgjor contributions to the outreach effort.

Enrollment;

SC children’s Medicaid has seen anet increase in enrollment since the beginning of PHC of over
142,000, with more than 49,000 of them being SCHIP. About 29,000 of the increase have taken
placeinthelast Federd Fiscd Year. SCHIP has experienced amuch smdler proportion of growth
inthelagt FFY, largdly dueto shifting of children from SCHIP to regular Medicaid in October and
asmdler shift that occursin March when the Federd Poverty Leve changes.

Retention/dis-enrolIment;

Dis-enrollment rates on the HCFA 64.21E have increased over the lagt year, indicating there may ill
be unidentified barriers within that process. SC Covering Kids, DSS and SCDHHS will be working
jointly to identify any barriers and devel op appropriate solutions over the next year.

Final Version 11/17/00 National Academy for State Health Policy 0



5. Bendit sructure: NA
6. Codg-sharing: NA
7. Ddivery sygems

A mgor new initigive in denta services began in January 2000. SCDHHS worked in conjunction with
the SC Denta Association to increase access to dental services for SCHIP and children’s Medicaid.

The Denta Association agreed to recruit new dentists to enroll as Medicaid providers and to
encourage those dready enrolled to accept additiona patients. With additiona funding from the
Genera Assembly, SCDHHS increased the reimbursement rate to 75% of usud and customary fees.

Asaresult of thisinitigtive, provider enrollment increased by 33%, from 619 to 824. The expenditures
for dentd care for SCHIP children increased by 88%, from $2,944,801 in SFY 1998-99 to
$5,539,096 during SFY 1999-2000. SCHIP recipients rose from 19,580 to 21,826 over the same
timeframe. Among al Medicad recipients under 21, the number of recipients increased from 115,394
in SFY 1998-99 to 126,349 in SFY 1999-2000 and dental expenditures increased from $18,631,402
to $36,939,816, a 98% increase.

8. Coordination with other programs. NA

9. Crowd-out: NA

10. Other: NA
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SECTION 4. PROGRAM FINANCING

This section has been designed to collect program costs and anticipated expenditures.

4.1 Please complete Table 4.1 to provide your budget for FFY 2000, your current fiscal year
budget, and FFY 2002 projected budget. Please describe in narrative any details of your
planned use of funds.

Note: Federal Fiscal Year 2000 starts 10/1/99 and ends 9/30/00).

Federal Fiscal Year|Federal FiscallFederal Fiscal Year
2000 costs Year 2001 2002

Benefit Costs
Insurance payments 481,076 528,261 528,261

Managed care

Per member/per month rate X
# of eligibles

Fee for Service 55,889,957 61,371,739 61,371,739
Total Benefit Costs 56,375,051 61,900,000 61,900,000
(Offsetting beneficiary cost sharing
payments)
Net Benefit Costs 56,371,051 61,900,000 61,900,000
Administration Costs
Personnel 1,014,591 1,016,716 1,016,716
General administration
Contractors/Brokers (e.g., enroliment
contractors) 483,125 484,137 484,137
Claims Processing
Outreach/marketing costs
Other 597,895 599,147 599,147
Total Administration Costs 2,095,611 2,100,000 2,100,000
10% Administrative Cost Ceiling 6,263,450 7,111,111 7,111,111
Federal Share  (multiplied by
enhanced FMAP rate) 46,171,122 50,758,400 50,265,600
State Share 12,295,540 13,241,600 13,734,400
TOTAL PROGRAM COSTS 58,466,662 64,000,000 | 64,000,000
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4.2 Pleaseidentify thetotal State expendituresfor family coverage during Federal fiscal year
2000.

N/A

4.3 What werethe non-Federal sourcesof funds spent on your CHIP program during FFY 20007

X State agppropriations

_ County/local funds

X Employer contributions

_ Foundation grants

X Private donations (such as United Way, sponsorship)

Other (specify)

A. Do you anticipate any changesin the sour ces of the non-Federal share of
plan expenditures?

NO
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SECTION 5: SCHIP PROGRAM AT-A-GLANCE

This section has been designed to give the reader of your annual report some context and a quick glimpse of your SCHIP program.

5.1 Toprovideasummary at-a-glance of your SCHIP program characterigtics, please provide the following information. If you do not
have a particular policy in-place and would like to comment why, please do. (Please report on initial gpplication processrules)

Table5.1 Medicaid Expansion SCHIP program Separate SCHIP program
Program Name Partners for Healthy Children
Provides presumptive digibility for X No No
children Y es, for whom and how long? Y es, for whom and how long?
Providesretroactive digibility No No
X Yes, for whom and how long? 3 months Y es, for whom and how long?
Makes dligibility determination X State Medicaid eligibility staff State Medicaid eligibility staff
Contractor Contractor
Community-based organizations Community-based organizations
Insurance agents Insurance agents
MCO staff MCO staff
X Other (specify): PHC Central Processing Unit Other (specify):
for mail-in applications
Averagelength of stay on program Specify months Specify months
Has joint application for Medicaid and No No
SCHIP X Yes Yes
Hasa mail-in application No No
X Yes Yes
Can apply for program over phone X No, but thereisatoll free number for assistance No
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Medicaid Expansion SCHIP program

Separate SCHIP program

minimum amount of time prior to
enrollment

Y es, specify number of months.
What exemptions do you provide?

Table5.1
Yes Yes
Can apply for program over internet X No, but aform can be downloaded, printed, completed, No
and mailed in. Yes
Y es, for whom and how long
Requires faceto-face interview during X No No
initial application Yes Yes
Requires child to be uninsured for a X No No

Y es, specify number of months:
What exemptions do you provide?

Provides period of continuous coverage
regar dless of income changes

No
_ X Yes, specify number of months: 12
Explain circumstances when a child would lose
eigibility during thetime period. Eligibility is
terminated at age 19.

No

Y es, specify number of months:

Explain circumstances when a child would lose
eligibility during the time period.

Imposes premiumsor enrollment fees

_X_ No

__ Yes, how much?
Who Can Pay?

- Employer

- Family

Absent parent
Private donations/sponsorship

No
_ Yes, how much?
Who Can Pay?
Employer
Family
Absent parent
Private donations/sponsorship

process

Y es, we send out form to family with their
information precompleted and:
____ask for asigned confirmation that
information is still correct
____do not request response unless income or
other circumstances have changed

o Other (specify): o Other (specify):
I mposes co-paymentsor coinsurance X No No
Yes Yes
Provides preprinted redeter mination X No No

Y es, we send out form to family with their
information and:

____ask for asigned confirmation that

information is still correct

____donot request response unless income

or other circumstances have changed
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52  Pleaseexplain how theredeter mination processdiffersfrom theinitial application
pr ocess.

While the initid application can be mailed in to the SCDHHS centrd processing unit or can go
through thelocal DSS office, dl re-determinations are done by the locad DSS offices. Prior to the
date of re-determination, a series of notices are sent to the parent(s) along with a one page front-
and-back form to be completed and returned. For SCHIP re-determinations, DSS has begun
usng the PHC application form for re-determination. Ancther difference is that, a re-
determination, information that remains constant—like SSN—is not re-verified.
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SECTION 6: INCOME ELIGIBILITY

This section is designed to capture income digibility information for your SCHIP program.

6.1  Asof September 30, 2000, what was the income standard or threshold, asa
per centage of the Federal poverty level, for countable income for each group?

If the threshold varies by the child” s age (or date of birth), then report each threshold for
each age group separately. Please report the threshold after application of income
disregards.

Title XIX Child Poverty-related Groups or Section 1931-whichever category is higher:
185% of FPL for childrenunder agel _
133% of FPL for childrenaged 1 - 5
100% of FPL for children aged 6-16
50% of FPL for childrenaged 17-18
Medicaid SCHIP Expangon:
150%0f FPL for children aged 1-18
% of FPL for children aged
% of FPL for children aged
State-Designed SCHIP Program:
% of FPL for children aged

% of FPL for children aged
% of FPL for children aged

Final Version 11/17/00 National Academy for State Health Policy 37



6.2 Asof September 30, 2000, what types and amounts of disregar ds and deductions do each program useto arrive at total
countable income? Please indicate the amount of disregard or deduction used when determining eligibility for each program.

If not applicable, enter NA.

Do rules differ for gpplicants and recipients (or between initia enrollment and redetermination)

If yes, please report rules for gpplicants (initid enrollment).

Table 6.2
Title X1X Child Medicad
Poverty-related SCHIP State-designed
Groups Expansion SCHIP Program
Earnings $100/mo/ $100/mo/ $
working parent | working parent
Sdf-employment expenses $* vaies $* vaies $
Alimony payments $NA $NA $
Received
Pad $NA $NA $
gzgg\i;?port payments $50/mo $50/mo $
Pad $ amount paid $ amount paid $
Child care expenses $200/mo/child | $200/mo/child | $
under 12 years | under 12 years
Medical care expenses $NA $NA $
Gifts $NA $NA $
Other types of disregards/deductions (specify) $ $ $

*  Conformsto IRS rules except depreciation, entertainment travel, meals and contribution expensesare

not allowed.
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6.3 For each program, do you use an asset test?

Title X1X Poverty-related Groups (children) _ X No Y es, specify countable or allowable level of asset test
Medicaid SCHIP Expansion program X No Y es, specify countable or dlowable leve of asset test
State-Designed SCHIP program No Y es, specify countable or allowable level of asset test
Other SCHIP program No Y es, specify countable or alowable level of asset test
6.4 Have any of the digibility rules changed since September 30, 20007 Yes X No
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SECTION 7: FUTURE PROGRAM CHANGES

This section has been designed to allow you to share recent or anticipated changesin your SCHIP
program.

7.1

What changeshaveyou madeor are planning to makein your SCHIP program during FFY
2001(10/1/00 through 9/30/01)? Please comment on why the changes are planned.

Family coverage: NA

Employer sponsored insurance buy-in: NA

1115 waiver: NA
Eligibility induding presumptive and continuous digihility: NA
Outreach:

We plan to do more targeted outreach, focusing on hedthy teens, pre-schoolers, and the Hispanic
population. The program appears to be particularly attractive to teenagers who are high utilizers
of behaviord and other hedth services. Targeting hedthy teenagers for outreach and enrollment
should help us normdize the enrollment for that age group. Dis-enrollment among the pre-school
age group has been higher than for other ages, so we need to target them for increased outreach
to re-enroll those who did not complete the re-determination process but sill met digibility criteria

Hispanics condtitute a growing segment of this sate’ s population and tend to have insurance rates
consderably lower than other segments of the population. Thereis aso some evidence that they
are more reluctant to apply for public programs, such as PHC, and may benefit from specid
emphasisfor outreach.

Enrollment/re-determination process.

The enrollment process gppears to be working well, but dis-enrollments have been growing. While
there are legitimate explanations for why some children are dis-enrolled  after their continuous
digibility expires, such asincreased income or moving from the state, there gppear to be too many
who are dropped because their parents fail to complete the re-determination process. SCDHHS,
Covering Kids and DSS will be examining this process in South Carolinato identify barriers and
indtitute gppropriate remedies during the next year. In addition, SCOHHS and severd other states
with smilar concerns are participating in ajoint effort coordinated by NASHP to identify “best
practices” being used by other statesto cope with this problem.

Contracting: NA

Other: NA



